
NEW PATIENT SLEEP MEDICINE CONSULT
Patient Name:____________________________________DOB:

PCP Name:____________________________________________________________________ 

PCP Phone Number:______________________ PCP Fax Number:________________________ 

Refering_Physician:_____________________________________________________________ 

What is your primary sleep problem?_______________________________________________ 

Average time asleep nightly (hrs):    _____Average Number of nighttime awakenings:_______ 

Current Medications (please include dose and frequency): 

Drug Allergies:_________________________________________________________________ 

If you have Sleep Apnea: 

When were you initially diagnosed? Was your test completed at home or in a facility? 
Any other sleep studies completed?   

Current form of treatment (CPAP/other device) and Current Pressure Settings (if known): 

_____________________________________________________________________________ 

Type of Mask and supplies details (nasal pillows, nasal mask, full mask):

Current DME company for mask Supplies

Date:_____________
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MEDICAL HISTORY (Please list year diagnosed) 

 No Pertinent Medical History  PSYCHIATRIC HISTORY 
 Please list year diagnosed 

 Obstructive Sleep Apnea  Heart Disease/Heart Attack  Depressive disorder

 Central Sleep Apnea/Mixed  Thyroid Disease  Anxiety disorder

 Insomnia  High cholesterol  Bipolar disorder

 Narcolepsy  Kidney disease  Schizophrenia

 Restless Leg Syndrome  COPD  Attention deficit-hyperactivity
disorder

 Childhood Sleep Terrors or
Sleep Walking

 Asthma  Inpatient hospitalization

 Chronic pain disorder  Anemia  Alcohol/drug dependence
(current)

 Chronic Fatigue Syndrome  Fibromyalgia  Alcohol/drug dependence
(past)

 Chronic Back Pain  Seizure Disorder  Other Pertinent Medical
History (Please List)

 Osteoarthritis  Parkinson’s Disease

 Chronic Joint Pain  Migraine headache

 Hypertension/Blood Pressure  Alzheimer’s Disease/Other
Dementia

 Atrial fibrillation  Stroke/TIA

 Other cardiac arrhythmias  MALES 

 Congestive Heart Failure  BPH/Large prostate

 GERD/Heartburn  Erectile Dysfunction
/Impotence

 Diabetes Mellitus   FEMALES 

 Allergic rhinitis (nasal
allergies)

 Menopause

 Seasonal/Environmental
Allergies

 Urinary Incontinence
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SURGICAL HISTORY     (Please list year of Surgery) 

FAMILY HISTORY Any Family members diagnosed with Sleep Disorder? 

 No prior surgeries  Orthodontia/Braces  Pacemaker/AICD
implantation

 Bariatric Surgery  Sinus surgery  Neck Surgery

 ENT Surgeries  Surgery for sleep apnea/UPPP  Back Surgery

 Tonsillectomy  Coronary artery bypass  Other Pertinent Surgery

 Deviated nasal septum
surgery

 Cardiac angioplasty/stents

FAMILY 
MEMBER 

Sleep 
Apnea 

Narcolepsy Insomnia Restless 
leg 
Syndrome 

Depression Anxiety Other Pertinent 
sleep disorders 
Please list 

Father 

Mother 

Sister 

Brother 

Grandparents 

Children 
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Dr. Mashayekhi, Sleep Medicine Specialist 

Sleep Disorders Questionnaire 

Name  DOB Date 

Please list your usual sleep time during the week 
Bedtime:  :   Waketime:  :  
Please list your usual sleep time during the weekends/days not working 
Bedtime:  :   Waketime:  :  
Do you need to use an alarm to help you wake up? ☐ Yes ☐ No 

How many minutes does it take for you to fall asleep:  minutes 

If you take naps, how many naps in a usual day: _______ 
minutes How many minutes do your naps typically last: 

Are your naps refreshing? ☐ Yes ☐ No 

Have YOU or your bed partner noted any of the following conditions that may disrupt 
your sleep? Please write Yes or No 

Trouble falling asleep? Sleep talking? 
Trouble staying asleep? Sleep walking? 
Crawling feelings in legs when  
trying to fall asleep?

Tongue biting in sleep? 
Bedwetting? 

Leg-kicking during sleep? Pain interfering with sleep? 
Leg cramps during sleep? Nightmares: 
Waking up due to cough? Acting out dreams without injury: 
Waking up with reflux/heartburn? Acting out dreams with injury: 
Waking up to urinate 2 or more 
times nightly? 

Increased muscle tension when 
trying to sleep: 

Choking/gasping sensations? Racing thoughts when trying to sleep: 
Shortness of breath? Fear of being unable to sleep: 
Mouth breathing? Laying in bed worrying when trying to sleep: 

Nasal congestion? Early morning awakenings: 

Teeth grinding? Restless sleep: 

Morning headache? Falling asleep unexpectedly/sleep attacks: 

Morning dry mouth/throat? Number of pillows used under head: 

   Do you have a bed partner? Preferred Sleep position: 

Do you snore loudly (louder than talking or heard through closed doors)? ☐ Yes ☐ No 

Do you often feel tired, fatigued or sleepy during daytime? ☐ Yes ☐ No 

Has anyone observed you stop breathing during your sleep? ☐ Yes ☐ No 

Do you have or are you being treated for high blood pressure? ☐ Yes ☐ No 

Do you use a sleeping medication now ☐ Yes ☐ No 
If Yes, the name of the SLEEP MEDICINE:  
List prior SLEEP MEDICINES tried:  
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Dr. Mashayekhi, Sleep Medicine Specialist 

SOCIAL HISTORY 

Are you currently employed? ☐ Yes ☐ No 

If No, what how do you spend your typical day (please list activities)? If Yes, what kind of work: 

Do you exercise? ☐ Yes ☐ No 

If Yes, How many days a week?  

Do you have a history of smoking or currently smoke/use any nicotine products? ☐ Yes ☐ No 

If yes, what type?   How much and how many years?  

What time is your last product use for the day?  

Do you drink alcohol? ☐ Yes ☐ No 

If Yes, how many drinks per night  and how many nights per week? 

Do you drink alcohol or use special products (i.e. marijuana) to help you sleep? ☐ Yes ☐ No 

Do you use caffeinated products to help you stay awake? ☐ Yes ☐ No 

If Yes, What kind of caffeinated products:  

How many per day:   What time is your last caffeinated product of the day : 

EPWORTH SLEEPINESS SCALE 
How LIKELY are you to DOZE OFF or FALL ASLEEP in the following situations? You should rate your 
chances of dozing off not just tired. Even if you have not done some of these things recently, try to work out 
how they would have affected you. Please check off one box per line. 

—CHANCE OF DOZING OFF— 

Never Sometimes Often  Always 

☐ ☐ ☐ ☐ Sitting and reading 

☐ ☐ ☐ ☐ Watching TV 

☐ ☐ ☐ ☐ Sitting inactive in a public place (e.g a theater or a meeting) 

☐ ☐ ☐ ☐ As a passenger in a car for an hour without a break 

☐ ☐ ☐ ☐ Lying down to rest in the afternoon when circumstances permit 

☐ ☐ ☐ ☐ Sitting and talking to someone 

☐ ☐ ☐ ☐ Sitting quietly after a lunch without alcohol 

☐ ☐ ☐ ☐ In a car, while stopped for a few minutes in traffic 
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